Objective Patient feedback is considered integral to maintaining excellence, patient safety, and professional development. However, the collection of and reflection on patient feedback may pose unique challenges for psychiatrists. This research uniquely explores the value, relevance, and acceptability of patient feedback in the context of recertification. Methods The authors conducted statistical and inductive thematic analyses of psychiatrist responses (n = 1761) to a national census survey of all doctors (n = 26,171) licensed to practice in the UK. Activity theory was also used to develop a theoretical understanding of the issues identified.
Patient feedback is considered integral to professional development, patient safety, and quality of care [1, 2] . As a result, the activity of collecting and reflecting upon patient feedback is frequently incorporated into educational curricula and regulatory processes on an international scale [3] [4] [5] [6] . For example, in the UK, as part of medical revalidation, all doctors are required to collect six types of supporting information, including patient feedback, at least once during each revalidation cycle (typically 5 years) [7] . Similar to other practices [8] , patient feedback is often collected through validated paperbased questionnaires that contain standardized questions and scales [7, 9] . However, in contrast to service evaluations, patient feedback for revalidation purposes seeks to evaluate the performance of an individual doctor and not that of the wider team or service. Patient feedback in a regulatory context is therefore designed to be indicative of an individual's performance, with the intention of promoting reflective practice and subsequent behavior change.
However, while identified as one of the most useful types of supporting information in facilitating reflective practice [10] , a recent evaluation of revalidation identified patient feedback as the most problematic type of supporting information to obtain [10] [11] [12] [13] [14] . Specific concerns about patient feedback in the context of psychiatry have also been raised. These include assumed biases given psychiatric diagnoses, concerns of patient capacity, and limited patient involvement in the design, administration, and evaluation of patient feedback tools [15, 16] . As a result, the value, validity, and acceptability of existing patient feedback tools in facilitating educational, personal, and professional development have been called into question [1] .
The aim of this research is to therefore identify and compare psychiatrist and other specialties' experiences of collecting patient feedback for regulatory purposes. Rather than re-identifying issues that have already been reported [15] , this research seeks to advance existing understanding through its innovative application of activity theory. Often applied to policy implementation and education [17] [18] [19] , activity theory conceptualizes activities such as the collection of patient feedback as the interaction of six interdependent elements: (i) the subject, the individual or group whose perspective the activity is being viewed from; (ii) outcome, the activity's purpose; (iii) tools, the instruments used to complete the activity; (iv) rules, both explicit and implicit; (v) community, multiple individuals or groups involved in the object, in this instance, patient feedback; and (vi) division of labor, the horizontal division of tasks between community members and the vertical division of power and status [20, 21] . It is anticipated that developing a theoretical understanding of patient feedback may lead to more effective strategies in regulation, professional development, and education more broadly. Activity theory has yet to be applied to patient feedback, specifically in the context of psychiatry, highlighting a unique contribution of this research.
Methods

Recruitment and Sample
Following a pilot and opt-out exercise [10] , we distributed a census survey designed in consultation with stakeholders, including a Patient and Public Involvement Forum to all UK General Medical Council license holders not in training (n = 156,610). The survey was circulated using Qualtrics (Provo, UT) or in paper format where requested (n = 16) and was available between June and August 2015. Of the 77,373 doctors who received the survey, 36,137 (47%) respondents started and 26,171 (34%) completed it.
For this analysis, we collated data from respondents who identified themselves as members of the Royal College of Psychiatrists (n = 1761). Comparative data from the complete census survey and specialty specific data are also provided for context and comparison.
Respondents were asked how many patient feedback requests they made and how many were returned. Average response rates were calculated within each specialty. Cases where individuals reported asking no patients or those who received feedback despite not requesting it (n = 262) were excluded. Respondents also indicated the usefulness of each type of supporting information used in the UK revalidation process.
Analysis
Statistical analyses were conducted in R (v3.1.3, The R Foundation) including cross tabulation and pairwise comparisons to explore the effects of interest. Descriptive statistics are presented first, providing an overview of requests, returns, and perceived usefulness. Analyses of variance were conducted on these measures to evaluate variation between distribution methods and across specialties. Question details and scoring specifics are presented along with each analysis.
Free-text responses were thematically analyzed using an inductive approach [22] . One researcher analyzed all responses using QSR International NVivo (v11) software [23] to develop an initial coding framework which was discussed and refined by the wider research team. A randomly selected 10% of responses were coded by a second researcher to ensure reliability [22] .
This study received ethical approval from the Faculty of Health and Human Sciences and Medical and Dental Schools Research Ethics Committee (Reference 14/15-390).
Results
Quantitative Analysis
Perceived Usefulness of Patient Feedback for Informing Reflective Practice
Respondents who reported that they had submitted patient feedback as part of their latest appraisal were asked to rate its perceived usefulness for informing reflective practice ("To what extent did each type of supporting information that you submitted for your most recent appraisal help you to reflect on your practice?") using a 4-point rating scale anchored at "Not at all" (1) and "Extremely" (4) ( Table 1) . Results demonstrate that on average, psychiatrists find patient feedback more useful in comparison with most other specialties ( Table 1) .
Requests for Patient Feedback
On average, psychiatrists made the same number of patient feedback requests as all other surveyed specialties, with the exception of occupational medicine and GPs, who reported asking significantly more patients, and AICU and pediatrics who reported asking significantly fewer ( Table 2) . Despite asking a comparable number of patients, psychiatry had a significantly lower response rate than all other specialties except pathology and public health.
When analyzed across all specialties (2 distribution types × 14 specialty ANOVA), self-distribution versus otherdistribution appears to have little effect on the response rates (F(1, 13) = 2.493, p < 0.114, η 2 p = 0.001). However, a separate analysis of response rates for psychiatrists showed that self-distribution had a beneficial impact on patient response rate (M = 75.86%, SD = 22.55%) versus other distribution methods (M = 70.06%, SD = 23.77%) (t(998) = 3.91, p < 0.001, d = 0.250).
Thematic Analysis
Survey responses (n = 421) to the three-part question "For your most recent appraisal, which of the following types of supporting information did you submit?"; "Did you have any difficulties collecting patient feedback?" (if "Patient Feedback" was selected); and "Can you describe the difficulties you had collecting patient feedback, and any solutions you identified?" (if "Yes" was selected) were thematically analyzed. Six main themes were identified, with each one briefly summarized below.
Job Role, Setting, and Environment
Over 40% of respondents attributed patient feedback difficulties to their job role, setting, or environment. Those working in *Reported value exceeds 100% due to some individual doctors self-reporting that they received more feedback responses than they originally requested specific areas of psychiatry including dementia found the collection of patient feedback particularly difficult. This was often attributed to concerns of patient capacity, "patients … lacked the capacity to complete the questionnaire." Limited patient contact also appeared problematic as it made it "difficult" to meet response rate requirements. Four respondents discussed the use of old data as a solution to achieving feedback completion rates. This included using data from a previous employer, role, or setting in which the respondent no longer worked.
Reporting Issues
Incomplete, late replies, or a general lack of response were identified as problematic by a number of respondents (n = 112) although this was not unanimous. Survey respondents stated that patients had difficulty understanding the purpose, target, and content of patient feedback tools. For example, some "patients had difficulty understanding the questions"
and "it was difficult to find the time to explain the process to patients and families." Others "became suspicious" because they thought their psychiatrist was "being investigated." A large majority of respondents also reported that a fear of "being done" (potential repercussions for future health care) and concerns about "anonymity" deterred patient engagement and response authenticity. Feedback fatigue or "saturation" was also identified as problematic, with some psychiatrists "competing" for feedback participation.
Administrative Barriers
A lack of administrative and financial support was identified by some respondents (n = 77). This often led to unfavorable alternatives, for example, "There are insufficient admin staff to distribute questionnaires reliably, so I had to leave patients with them and then exit the room, leaving them to complete it, put it in a sealed envelope and drop it at reception on their way out." Furthermore, when support was provided, its reliability was often described unfavorably: "I depended on admin staff to hand out and collect the forms which they would often forget to do." Seven psychiatrists also reported experiences of completed forms being lost or misplaced with anonymity making the redistribution of patient feedback forms problematic.
Limitations of Current Patient Feedback
The relevance, appropriateness, and difficulty of existing feedback questions were criticized by respondents. The provision of English-only or online questionnaires was also deemed to be exclusionary. Issues of response and selection bias were identified as a particular limitation of existing patient feedback tools: "Patients who might not have given positive feedback refused to complete the surveys."; "I only included those who would in my view probably be able to complete the assessment which is self-selection and open to bias." Concerns over biases appeared to be amplified by distribution methods: "It was difficult for the patients to give negative feedback as they were asked to hand the forms back in person."
Attitudes Towards Patient Feedback
Negative attitudes towards the process of patient feedback were expressed by a small number of survey respondents (n = 31). Some respondents viewed current patient feedback methods as "administratively burdensome and time consuming"; others explained how "Many of [their] colleagues have filled these up themselves to satisfy the college. It's a futile exercise… with no value." Others expressed concerns regarding "professional objectivity," "therapeutic relationships," and paradoxical requests. One respondent described the experience of patient feedback as "degrading to the role of a psychiatrist."
Solutions
Finally, 144 respondents discussed solutions they had either used or planned to use in future feedback exercises. Sending reminders, encouraging onsite completion, involving carers or family members, and self-distribution were the solutions most frequently identified. Other suggested solutions included the provision of both staff and patient education, more time to collect patient feedback, and asking a greater number of patients in anticipation of low response rates.
Discussion
This research advances existing understanding by identifying and comparing psychiatrist experiences of patient feedback for regulatory purposes. Our research findings suggest that while psychiatrists find patient feedback more useful in facilitating reflective practice, they also receive the lowest number of patient feedback responses in comparison with all other specialties (with the exception of pathology and public health). The self-distribution of patient feedback forms appears to have a beneficial impact on response rates. However, reasons behind this effect remain relatively unknown. Possible explanations may include the provision of a clear explanation regarding the intended purpose and use of patient feedback, the intentional selection of patients who are more likely to complete patient feedback forms, or a reflection of significant concerns regarding a fear of reprisals as previously discussed. The extent to which self-distribution of feedback invitations affects the honesty, or authenticity, of patient feedback responses remains unclear and is an important area for future research to consider.
This research also provides a theoretical understanding of the issues that underpin patient feedback in regulation, professional development, and education more broadly. Our research findings and implications are therefore discussed in relation to activity theory and its six interrelated constructs: (i) the subject, the individual or group whose perspective the activity is being viewed from, in this instance, psychiatrists; (ii) the outcome, in this case, the collection and reflection on patient feedback that informs a revalidation decisions; (iii) tools, the tools used to complete the activity; (iv) rules, both explicit and implicit; (v) community, multiple individuals or subgroups involved in the object, in this instance, patient feedback; and (vi) division of labor, the horizontal division of tasks between community members and the vertical division of power and status [20, 21] .
While considered a useful tool in facilitating reflective practice, survey responses identified systemic tensions between existing rules, community understanding, and division of labor. The majority of respondents reported working in a resource-deficit model where the administrative and financial support needed to satisfy the required criteria (rules) was not available. Although our quantitative analysis showed that selfdistribution had some effect on patient response rates for psychiatrists specifically, the rule that actively discourages this practice is often overridden in light of ineffective division of labor, i.e., lack of administrative support, community understanding, and individual practitioner settings. For example, while the requirement for patient feedback tools to be administered independently is grounded in empirical research [24, 25] , it is also perceived as a hindrance by many psychiatrists, particularly for those working in limited patient contact environments. Some psychiatrists reported simultaneously engaging in the conflicting roles of patient feedback administrator and clinician to achieve the necessary response rate (rules) to ensure validity [24, 25] . Others reported getting colleagues to fill out patient questionnaires due to insufficient patient contact, or using historic data from a setting or patient population they no longer worked with to satisfy requirements. As acknowledged by the respondents, such actions undermine the validity of patient feedback causing some psychiatrists to view the activity of patient feedback as a "futile exercise." A systemic contradiction therefore exists between the rhetoric and rules of validity and reliability as prescribed by governing bodies, and the reality of patient feedback collection.
The division of labor between communities involved also creates substantial tensions, particularly in the context of selection bias. Some psychiatrists considered participating in patient feedback opportunities to be beyond the capacity of some patients and used such rhetoric to justify their exclusion. While this may be a clinically informed decision at a specific point in time, it is unlikely to be universally or continually true. No survey respondents reported discussing issues of capacity in the context of feedback participation with patients, family members, or carers. "Capacity" is therefore often inferred by psychiatrists alone with limited patient input. This may reflect the traditional paternalistic approach to medicine, implicit norms in psychiatry, or the unique power relationships sometimes inherent in psychiatric care [26] . However, an alternative explanation of capacity is tool acceptability or capacity. Some survey respondents perceived current patient feedback tools to be inaccessible, inappropriate, and confusing. Respondents often criticized the relevance, appropriateness, and difficulty of questions currently asked. The use of generic questionnaires across all psychiatric sub-specialties also appeared problematic, particularly for those working in learning difficulties or dementia-related settings. Communities with authoritative status have typically been the ones to govern patient feedback content [16] . The tensions identified between subjects, rules, and tool accessibility may therefore be a result of ineffective communication and involvement between the different communities involved.
Finally, limited patient and staff understanding regarding the purpose, target, and intended use of patient feedback tools appears to exclude, or at least inhibit, patient feedback engagement and authenticity due to fear of reprisals. Such issues are further complicated by "feedback fatigue" where patients are being asked to complete a myriad of patient feedback forms (division of labor) with limited evidence of change or response [27] . These issues appear particularly pertinent in the context of psychiatry.
Implications
The implications of this research are clear. Firstly, the purpose, target, and intended use of any patient feedback tool must be clearly communicated to all those involved. Secondly, the relevance and acceptability of a patient feedback tool should be examined from both a patient and professional perspective. Ideally, patient feedback tools should be co-designed from the outset to ensure patient feedback tools are mutually beneficial and are presented in a way that is valued by both patients and psychiatrists. Thirdly, in recognition of a fear of reprisals, significant efforts should be made to assure patients of steps taken to protect anonymity, with further assurances that feedback responses will not have a detrimental impact on future care delivery-the aim of patient feedback is to improve care quality and patient safety, not to diminish it. Attention should also be paid to limiting patient feedback fatigue and focusing on feedback invitations. Ensuring feedback initiatives does not occur simultaneously or amalgamating existing patient feedback tools may help facilitate this process. Creating opportunities for patients to provide patient feedback when they would like to, as opposed to when they are required to, is also an important step in addressing this issue. Patient feedback should be patient-initiated, not physician-dictated. Finally, the importance of creating a culture of feedback acceptance and value should not be underestimated (1) . With patient feedback becoming increasingly integrated into regulatory and educational processes, educators will play an increasingly important role in developing a culture of feedback acceptance and value. More frequent opportunities for patient feedback should be incorporated into educational curricula. This may help to normalize patient feedback and prepare students for ongoing patient feedback requirements as part of their continued professional development.
Strengths and Limitations
While the strengths of this research include its unique application of activity theory and its use of, to the authors' knowledge, the largest sample of UK psychiatrists surveyed to date, its limitations must also be acknowledged. This research was conducted in the UK only, limiting its generalizability. However, as previously acknowledged, many countries are watching how the UK's recertification program develops [25] . The findings are therefore applicable to countries looking to implement or refine patient feedback within recertification or educational systems more broadly and improve relationships with patients. Limitations associated with questionnaire methodologies including a reliance on self-reported data must also be acknowledged. Finally, this research only focuses on the perspective of one community, i.e., psychiatrists. Future research should examine the activity of patient feedback from other community perspectives including patients.
In conclusion, the value, relevance, and acceptability of patient feedback are currently undermined by systemic tensions. This is not to suggest that patient feedback is a futile exercise. Rather, existing processes that underpin the activity of patient feedback need to be refined. In the context of psychiatry, the validity of patient feedback is at times unintentionally undermined by tensions identified between division of labor, community understanding, tool complexity, and restrictive rule application, i.e., required response rates. This is unlikely to be unique to feedback collected for recertification purposes and will undoubtedly resonate across other regulatory and educational processes. If patient feedback mechanisms are to be improved, such tensions must be resolved. If they are left unaddressed, the activity of patient feedback is at risk of becoming a "futile exercise," denied the opportunity to develop excellence, patient safety, and professional development.
